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Care Quality Commission 

Inspection Evidence Table 

Coldharbour Surgery (1-569811916) 

Inspection date: 19 February 2020 

Date of data download: 31 January 2020  

 

Well-led      Rating: Good 
The practice is now rated good for providing well led services as most of the issues from our previous 

inspection have been addressed.  

Leadership capacity and capability 

There was compassionate, inclusive and effective leadership at all levels. 
 Y/N/Partial 

Leaders demonstrated that they understood the challenges to quality and sustainability.  Y  

They had identified the actions necessary to address these challenges.  Y  

Staff reported that leaders were visible and approachable.  Y  

There was a leadership development programme, including a succession plan.  Y  

Explanation of any answers and additional evidence: The practice told us that they faced challenges 
related to recruitment and succession planning. There was a clear strategic plan in place to address this 
issue. The practice also knew areas of clinical care that they needed to focus on and there were plans in 
place to improve in these areas.  

 

 

Vision and strategy 

The practice had a clear vision and credible strategy to provide high quality 

sustainable care.  
 Y/N/Partial 

The practice had a clear vision and set of values that prioritised quality and sustainability.  Y  

There was a realistic strategy to achieve their priorities.  Y  

The vision, values and strategy were developed in collaboration with staff, patients and 
external partners. 

 Y  

Staff knew and understood the vision, values and strategy and their role in achieving 
them. 

 Y  
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Progress against delivery of the strategy was monitored.  Y  

Explanation of any answers and additional evidence: The practice vision was to be organised and 
effective and provide care that was compassionate, safe, responsive to patient need. They aimed to 
always go over and above for patients. The practice’s strategy for achieving this centered on the 
development of plans to address challenges and exploit opportunities that would enable them to achieve 
their goals; including maintaining a strong focus on staff support and development and a commitment to 
team working.  

 

 

Culture 

The practice had a culture which drove high quality sustainable care. 
 Y/N/Partial 

There were arrangements to deal with any behaviour inconsistent with the vision and 
values. 

 Y  

Staff reported that they felt able to raise concerns without fear of retribution.  Y  

There was a strong emphasis on the safety and well-being of staff.  Y  

There were systems to ensure compliance with the requirements of the duty of candour.  Y  

When people were affected by things that went wrong, they were given an apology and 
informed of any resulting action. 

 Y  

The practice encouraged candour, openness and honesty.  Y  

The practice’s speaking up policies were in line with the NHS Improvement Raising 
Concerns (Whistleblowing) Policy. 

 Y  

The practice had access to a Freedom to Speak Up Guardian.  Y  

Staff had undertaken equality and diversity training.  Y  

Explanation of any answers and additional evidence: 

We were told that staff were entitled to week of study leave a year for professional development and saw 
that regular clinical meetings occurred where vulnerable patients were discussed.    

 

 

Examples of feedback from staff or other evidence about working at the practice 

Source Feedback  

Staff interviews  The staff spoken to during the inspection said that they were happy working at the 
practice. Staff said that they felt supported in their role and were given the 
necessary tools and skills to perform their job effectively. All staff told us that they 
would have no hesitation in raising concerns with any of the management team 
within the practice and that they felt that these would be acted upon.   

Practice manager 
interview  

 The practice manager gave examples of where they had responded to staff 
concerns. For example, they told us that back supports had been provided to staff 
who needed them and that they would provide staff with time off to attend to 
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personal matters when necessary.  

 

Governance arrangements 

There were clear responsibilities, roles and systems of accountability to support 

good governance and management in most areas. However, there was scope to 

further improve the practice’s significant event and recruitment processes.  
 Y/N/Parti

al 

There were governance structures and systems which were regularly reviewed.  Partial 

Staff were clear about their roles and responsibilities.  Y  

There were appropriate governance arrangements with third parties.  Y  

Explanation of any answers and additional evidence: 
 
At our last inspection we found that authorisations of repeat prescriptions were stored within the 
practice’s email system and not clearly marked within the patient record.  
 
At this inspection we reviewed seven clinical records at random where patients had been issued a 
repeat prescription after our last inspection and found that all seven had a record of the decision to 
authorise the repeat prescription documented within the patient’s notes.  
 
At our last inspection we found that two files did not contain evidence that references or conduct in 
previous employment had been sought prior to employment, although we were told that both 
members of staff were known to the partners at the practice. A risk assessment was immediately 
written following our inspection to explain the reasons for employing this member of staff.  
 
At this inspection we reviewed the file of a non-clinical staff member who had been employed since 
our last inspection. All required checks had been completed for this staff member. The member of 
staff had yet to sign their employment contract as they were still within their probationary period. 
However, this meant that the staff member had also not signed a confidentiality agreement. All other 
staff members whose files we reviewed had signed contracts on file.  
 
At our last inspection we found that recruitment files for two members of nursing staff did not contain 
evidence of recent professional registration checks had been completed. This information was 
immediately provided after our inspection. The provider told us that this would be monitored going 
forward.  
 
At this inspection we saw that the practice manager had developed a system to periodically review the 
professional registrations of clinical staff. All clinical staff whose files we reviewed contained evidence 
that these checks were being done.  
 
At the last inspection we found that the practice had systems in place to identify, discuss and act upon 
significant events. Staff at the inspection were able to outline action taken in response to significant 
events. However, we found that minutes of meetings that detailed discussion of events were not 
always documented.  
 
At this inspection we saw that the practice had a log of all significant events and had an annual review 
of all events. Although some adverse events had clearly documented actions recorded, there were 
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two events where action points were not clearly documented. Staff spoken to during the inspection 
were able to outline actions taken. Non-clinical staff told us that they were not involved in significant 
event reviews until the end of the year review. 
 
At our last inspection we found that some practice policies were not being periodically reviewed and 
updated. At this inspection we found that there was a system in place to oversee, review and update 
policies on a regular basis. All policies checked during the inspection had been reviewed and had a 
scheduled date diarised for the next review. However, we found that the practice’s safeguarding 
policy did not reflect the most recent intercollegiate guidance on the level of training staff are required 
to complete. Reviews of staff records showed that staff had completed the requisite level in line with 
the current guidelines.  

 

Managing risks, issues and performance 

There were effective processes for managing most risks, issues and 

performance. However, the practice did not have stock of all recommended 

emergency medicines although all of the missing medicines had been ordered 

prior to our inspection.  

 Y/N/Partial 

There were comprehensive assurance systems which were regularly reviewed and 
improved. 

 Partial 

There were processes to manage performance.  Y  

There was a systematic programme of clinical and internal audit.  Y  

There were effective arrangements for identifying, managing and mitigating risks.  Partial 

A major incident plan was in place.  Y  

Staff were trained in preparation for major incidents.  Y  

When considering service developments or changes, the impact on quality and 
sustainability was assessed. 

 Y  

Explanation of any answers and additional evidence: 
 
At the last inspection we found that the practice did not have a defibrillator on site. The practice took 
action immediately following our inspection to purchase a defibrillator and we found that systems to 
check the working status of the defibrillators at both the branch and main site had been implemented.  
 
At our last inspection we found that the practice had arrangements to monitor the stock levels and expiry dates 
of emergency medicines/medical gases and monthly checklists were maintained to demonstrate this process 
had been completed. However, we found four items at the main branch that had expired. At this inspection we 
found that all medicines were in date and being regularly checked. However, the practice did not have a supply 
of furosemide, midazolam or diclofenac. All had been ordered prior to our inspection.   

 
At our last inspection we found that the practice maintained a log of two week wait referrals. However, 
the system did not include a process whereby the staff at the practice would check to ensure that the 
patient received an appointment. The practice told us that they would advise patients to contact the 
practice after 10 days if they had not received an appointment.  
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The practice revised their system of two week wait monitoring following our last inspection. We saw 
during this inspection that the new system recorded the date the referral was sent, the date that of the 
patient’s appointment and the date that the patient was actually seen in clinic. Quarterly audits of the log 
were undertaken to ensure that it was operating safely.  
 

 

Appropriate and accurate information 

There was a demonstrated commitment to using data and information proactively 

to drive and support decision making. We found that although some clinical review 

targets had not been achieved; the practice was aware of specific patients who 

had not been reviewed and had devised proactive strategies to improve 

performance in most areas. There was evidence of improvement in performance 

since our previous inspection.  
 Y/N/Partial 

Staff used data to adjust and improve performance.  Y  

Performance information was used to hold staff and management to account.  Y  

Our inspection indicated that information was accurate, valid, reliable and timely.  Y  

There were effective arrangements for identifying, managing and mitigating risks.  Y  

Staff whose responsibilities included making statutory notifications understood what this 
entails. 

 Y  

Explanation of any answers and additional evidence: 
 
In response to feedback from their previous CQC visit the practice had developed a process for spot 
checking nurse practitioner referrals to ensure that these were appropriate. The practice completed an 
audit of 10 referrals selected at random. All 10 referrals were deemed appropriate.  
 
The practice had also completed an audit which focused on the usage of the local extended access hub. 
The audit focused on two issues:  
 

• Were there any high periods of high usage which implied that the practice needed to increase the 
number of clinical sessions offered during peak periods? 

 
 

• Did the practice have a high rate of patients not attending for appointments which might indicate 
that referrals were not appropriate? 
 

The practice identified a reduction in hub usage  from January 2019 and January 2020 and that their “did 
not attend” rate was relatively low. However, they noted that Tuesdays saw greater hub usage than other 
days of the week. The practice told us that they intended to undertake further analysis to determine why 
this was and what action could be taken to reduce this.  
 
The provider had initiated quarterly audits of their two week wait spreadsheet to check that the practice’s 
policy for managing two week waits was being adhered to. The practice audits identified that all patients 
had been seen (although on two occasions this had not been recorded) and that three patients were not 
seen within two weeks. We reviewed the practice’s current two week wait log and found the system in 
place ensured timely follow up and monitoring for patients who required urgent referrals.  
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The practice had also undertaken the first cycle of an audit to review their processes for diagnosing 
cancer relative to national performance. The practice had also completed a virtual clinic for patients with 
atrial fibrillation which resulted in four of the 11 patients reviewed being prescribed anticoagulant 
medication.  We also reviewed the first cycle of an audit for patients prescribed controlled medicines. 
Patients who met a certain criteria were reviewed by a clinician to ascertain if continued prescribing was 
clinically justified and safe.  
 
At our last inspection we found that the practice performance for some childhood immunisations 
(although the practice disputed the validity of the data quoted at our last inspection) was below average. 
We also found that the practice’s exception reporting was above average in some areas which indicated 
that the practice did not have effective oversight of some targets and areas of performance.  
 
At this inspection we found that the practice had not achieved certain targets and exception reporting 
was still above average in some areas. However, the practice was able to provide a clear breakdown of 
why individual patients had been exception reported and we saw that childhood immunisation data had 
improved despite still remaining below the 90% World Health Organisation target. In addition to their own 
internal target dashboards; the practice was now using dashboards provided by the federation to monitor 
performance. For example: 
 
 
Cervical screening  
 
The percentage of women eligible for cervical cancer screening at a given point in time who were 
screened adequately within a specified period was 70%. This was below the national target of 80% but in 
line with performance of other practice’s locally and nationally. The practice obtained pamphlets from a 
cancer charity which advertised the benefits of cervical screening and these were available in the 
reception area. The practice’s nurse practitioner also reviewed results of cervical screening to ensure 
that patients who needed further testing were recalled. A member of the practice’s administrative team 
had also been appointed to call patients who had not attended for cervical screening to encourage them 
to attend.   
 
Childhood immunisations 
 
At our last inspection we found that uptake of childhood immunisations for patients aged 2 and above 
was below WHO targets. The practice had disputed these figures at the time of the inspection. Although 
the figures at this inspection were still below WHO averages; the published figures had improved and 
were all above 83%. The practice provided a detailed breakdown of the children scheduled to receive 
each vaccine with an explanation as to efforts made to contact the children and/or the reason that the 
child had not received their immunisation. The practice had also increased length of time in advance 
patients could book an appointment with a nurse. This enabled parents to book the next course of their 
child’s immunisation at the time of the appointment for their current immunisation which reduced the 
frequency with which the practice had to remind patients to attend. For those patients who failed to 
attend at the scheduled time, the practice’s healthcare assistant recalled these patients. Additionally, 
when parent register children at the practice; staff now require them to bring a copy of their child’s 
immunisation book so that the practice can verify that all relevant immunisations have been given or 
identify those that are still outstanding. The practice also said that there was a relatively high patient 
turnover in the area but could not specify a percentage and did not know the extent of the impact of this 
on immunisation uptake.  
 
QOF exception reporting 
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The practice had several areas of above average QOF exception reporting. The practice provided a 
detailed overview of these areas and an explanation of why these areas were higher than local and 
national averages. For example, the overall exception reporting rate for patients with rheumatoid arthritis 
was 13.3% compared with 4.9% in the CCG and 6.8%. the practice said that this was due to them only 
having 30 patients with the condition on their register and exception reporting four patients had created a 
high overall level of exception reporting.  
 
The overall rate of exception reporting for patients with dementia was 23% compared with 11% in the 
CCG and 10% nationally. The practice had monitored exception reporting for the current QOF year and 
could provide a detailed account of why patients had been exception reported: including that they had 
been seen by other services or the review had been declined. The practice had also said that the 
previous year’s QOF contained higher rates of exception reporting due to an influx of patients who 
registered from nearby practices which had closed, many of whom were automatically excluded. We 
found that all of the patients who had not received their review had been identified but some were not 
being proactively followed up. 
 
QOF targets 
 
The percentage of patients with severe mental illnesses and dementia who had a review within the 
preceding 12 months was also lower than local and national averages. The practice again attributed this 
to the influx of patients with complex needs who had registered with the surgery after the closure of 
neighbouring practice; creating a 65% increase in patients with these conditions. The provider said that 
these patients had historically, when registered at their previous GP surgery, not been engaging with the 
review process. Given the complexity of some of these patient’s presentations the practice said it was 
taking time to develop relationships and encourage attendance. The practice provided unverified QOF 
data for 2019/20 which indicated that they had achieved 52.2%. They anticipated this to increase in 
March 2020 though they believed that exception reporting would remain high.  
 
The percentage of patients with a physical or mental health condition who had their smoking status 
recorded in the previous 12 months was 91% which was below the local average of 93% and the national 
average of 95%. The practice provided unverified QOF data as at 7 February for 2019/20 which showed 
that this had been recorded for 90% of patients with several weeks of the QOF year remaining.  
 
  

 

Engagement with patients, the public, staff and external partners 

The practice involved the public, staff and external partners to sustain high quality 

and sustainable care. 
 Y/N/Partial 

Patient views were acted on to improve services and culture.  Y  

The practice had an active Patient Participation Group.  Y  

Staff views were reflected in the planning and delivery of services.  Y  

The practice worked with stakeholders to build a shared view of challenges and of the 
needs of the population. 

 Y  

Explanation of any answers and additional evidence: 
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Feedback from Patient Participation Group. 

Feedback 

 
We spoke with a member of the PPG prior to our inspection. They told us that the PPG met quarterly and 
that three to four patients would be in regular attendance. The PPG member was positive about the 
service provided by the practice. We were told that there had recently been significant changes at the 
surgery; specifically, that the practice had invested money to refurbish the premises and improve the IT 
infrastructure which enabled patients to easily book online and check in using a digital screen when they 
arrived for their appointment. We were also told that access at the practice had improved with the 
introduction of telephone triage.  
 
The PPG representative told us that the PPG had been consulted on the changes made at the service 
and that staff at the practice would also use the forum to inform patients of changes both internally and 
within the wider healthcare system. 
 
During the inspection staff told us that they found it increasingly difficult to hold regular in person meetings 
with the PPG. However, we saw that the practice had created a virtual PPG where management provided 
detailed updates of changes in the practice and proactively sought patient feedback. The practice was 
actively trying to increase PPG numbers and the group was advertised in the reception areas.  
 

 

Any additional evidence 

 

 

Continuous improvement and innovation 

There were systems and processes for learning, continuous improvement and 

innovation. 

 Y/N/Partial 

There was a strong focus on continuous learning and improvement.  Y  

Learning was shared effectively and used to make improvements.  Y  

Explanation of any answers and additional evidence: The practice had participated in several local pilot 
schemes. For instance, they were one of the first practices in the locality to use a new system for 
receiving and processing letters from other health and social care providers and hosted a primary care 
navigators every Wednesday.  
 
The practice showed us several audits related to the management of the service including audits which 
focused on the relationship between the usage of the local extended access hub and levels of staffing at 
the practice. The practice had held a virtual clinical for patients with atrial fibrillation which resulted in an 
increase in the number of patients with the condition being prescribed anti-coagulants. The practice had 
also undertaken a review of patients prescribed controlled medicines and had undertaken reviews for 
patients who required them.  
 
The practice had improved systems around recall of patients which had resulted in an increase in uptake 
of childhood immunisations compared to the previous year.  
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Examples of continuous learning and improvement 
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Notes: CQC GP Insight 

GP Insight assesses a practice's data against all the other practices in England. We assess relative performance for the majority of indicators using a “z-score” 

(this tells us the number of standard deviations from the mean the data point is), giving us a statistical measurement of a practice's performance in relation to 

the England average. We highlight practices which significantly vary from the England average (in either a positive or negative direction). We consider that 

z-scores which are higher than +2 or lower than -2 are at significant levels, warranting further enquiry. Using this technique we can be 95% confident that the 

practices performance is genuinely different from the average. It is important to note that a number of factors can affect the Z score for a practice, for example 

a small denominator or the distribution of the data. This means that there will be cases where a practice’s data looks quite different to the average, but still 

shows as no statistical variation, as we do not have enough confidence that the difference is genuine. There may also be cases where a practice’s data looks 

similar across two indicators, but they are in different variation bands. 

The percentage of practices which show variation depends on the distribution of the data for each indicator, but is typically around 10-15% of practices.  The 

practices which are not showing significant statistical variation are labelled as no statistical variation to other practices. 

N.B. Not all indicators in the evidence table are part of the GP insight set and those that aren’t will not have a variation band. 

The following language is used for showing variation: 

Variation Bands Z-score threshold 

Significant variation (positive) ≤-3 

Variation (positive) >-3 and ≤-2 

Tending towards variation (positive) >-2 and ≤-1.5 

No statistical variation <1.5 and >-1.5 

Tending towards variation (negative) ≥1.5 and <2 

Variation (negative) ≥2 and <3 

Significant variation (negative) ≥3 

 

Note: for the following indicators the variation bands are different: 

• Child Immunisation indicators. These are scored against the World Health Organisation target of 95% rather than the England average. Note that 
practices that have “Met 90% minimum” have not met the WHO target of 95%. 

 

• The percentage of respondents to the GP patient survey who responded positively to how easy it was to get through to someone at their GP practice 
on the phone uses a rules based approach for scoring, due to the distribution of the data. This indicator does not have a CCG average. 

 

• The percentage of women eligible for cervical cancer screening at a given point in time who were screened adequately within a specified period 
(within 3.5 years for women aged 25 to 49, and within 5.5 years for women aged 50 to 64). This indicator does not have a CCG average and is scored 
against the national target of 80%. 

 
It is important to note that z-scores are not a judgement in themselves, but will prompt further enquiry, as part of our ongoing monitoring of GP practices. 

Guidance and Frequently Asked Questions on GP Insight can be found on the following link: 

https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices 

Note:  The CQC GP Evidence Table uses the most recent validated and publicly available data. In some cases at the time of inspection this data may be 

relatively old. If during the inspection the practice has provided any more recent data, this can be considered by the inspector. However, it should be noted 

that any data provided by the practice will be unvalidated and is not directly comparable to the published data. This has been taken into account during the 

inspection process. 

Glossary of terms used in the data. 

• COPD: Chronic Obstructive Pulmonary Disease 
• PHE: Public Health England 
• QOF: Quality and Outcomes Framework  
• STAR-PU: Specific Therapeutic Group Age-sex weightings Related Prescribing Units. These weighting allow more accurate and meaningful 

comparisons within a specific therapeutic group by taking into account the types of people who will be receiving that treatment. 

https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices

